N The mother's age at the birth of her first child has successively been shifted upwards. At the same time the number of teenage pregnancies has declined. N Children of older parents run an increased risk of disease and death in connection with delivery and an increased risk of schizophrenia as young adults. These children, however, are more commonly breast-fed and relatively fewer are injured in accidents while small. N During the past 10 years the number of test-tube fertilizations, or in vitro fertilizations (IVF), has increased rapidly. In 2001, 2.8% of all live births were IVF children. Children born with the help of IVF run a somewhat greater risk of premature birth and of malformation. N The proportion of pregnant women who smoke in early pregnancy has decreased successively for the last twenty years. In 2001 they represented 11%. Parental smoking, however, remains a significant risk factor for disease and death in newborns and infants.
N Thanks to new medical treatment methods, survival has increased markedly during the past few decades for children born very prematurely, for those afflicted by cancer and for children born with malformations. A significant proportion of the children whose lives are saved in this way need support and treatment from the health services for a long time, sometimes the rest of their lives.
N Classroom surveys show that increasing numbers of schoolchildren and young people have mental and psychosomatic symptoms, that increasing numbers take psychotropic (psychopharmacological) drugs and receive child and young people's psychiatric care. The proportion of young people hospitalized for psychoses, however, has not increased.
N The proportion of overweight schoolchildren doubled from the mid-1980s to 2000-01. This increase has been particularly pronounced among socially exposed children and young people.
Introduction
In an international perspective, children in Sweden enjoy very good health. When the WHO compared the global health situation in 2002 among children aged 0-14 years in Europe's 12 richest countries, Sweden was ranked as number one [1] . This fine testimonial was based on an aggregate assessment of the major health problems for children in the western world according to the WHO, i.e. diseases of infancy, congenital malformations, accidental injuries, mental ill-health, infectious disease, cancer and asthma.
Although most children in Sweden enjoy good health, childhood is a particularly important period for prevention. The growing child develops according to an individual genetic programme in an intensive interaction with his or her surroundings. It is a dynamic period of life marked by rapid changes in both body and behaviour. For this reason the long-term effects of preventive interventions can be particularly great if they are started early in life.
According to the UN convention on the rights of the child, one is a child until one's eighteenth birthday. Today, however, entry to the labour market and starting a family have been delayed so that adult life for many people does not start until long after the age of 18. Many common health problems among the oldest children become even more pronounced among young adults, for example abuse, suicide and psychoses. For this reason health problems in the age group 18-24 years will also be included in the present chapter.
The presentation considers two age groups -that of infancy and pre-school years (0-5 years) and that of school age and young adulthood (6-24 years) . A third section gives a combined perspective on the significance of socioeconomic conditions for the health of children and young people, and the chapter concludes with an analysis of Swedish children's health in comparison with that of children in other European countries.
Important information about the health of children and young people is also presented in other chapters of this report. This includes injuries, infectious disease, allergies and dental health in Chapter 5, and lifestyle in Chapter 9. In Chapter 6, on reproductive health, aspects of foetal and neonatal health were also dealt with.
Infants and children of pre-school age
Between 1992 and 2001 the proportion of children who died in infancy decreased from 5 to 3.2 per 10,000 births. Causes related to pregnancy, delivery and the neonatal period (perinatal causes), and congenital malformations, together explain about three-quarters of these deaths.
For ages 1-5, also, a tendency towards reduced mortality has been seen during the past 10 years. During 1997 During -2001 children died, corresponding to an annual mortality of 1.4 per 10,000 births in this age group. The most common causes of death were cancer, malformations and accidents.
Diseases of infancy
The proportion of children who die within their first week of life has decreased continuously during the past 10 years, while the proportion of still-born babies 1 and deaths during the subsequent three weeks remained fairly constant (Figure 7:1) .
A poor nutrient supply to the womb leads to inhibited growth and the child being born small. This in turn creates a susceptibility to health problems during the sensitive neonatal adjustment period. The English epidemiologist David Barker has shown that low birth-weight is linked with a higher risk of diabetes, high blood pressure and cardiovascular diseases in adulthood [2] . He has suggested that this is explained by programming during the foetal stage where malnutrition would cause permanent physiological changes. This conclusion is, however, controversial and Barker's critics have replied that socioeconomic factors while the child is growing up and/or genetic factors could also explain the connection [3] .
The proportion of children born small for gestational age has decreased somewhat during the past 10 years, probably because fewer and fewer mothers smoke during their pregnancy [4] . Between 1997 and 2001, 2.4% of children were reportedly small for gestational age at birth.
Being born prematurely is a common cause of disease and death among newborns. The proportion of premature births has not changed appreciably during the past 10 years, representing some 6.5% of all births, of which 1.3% much too early, in the 22nd-32nd week of pregnancy.
Between 1997 and 2001 96% of the children born in pregnancy weeks 29-32, and 78% of those born in pregnancy weeks 22-28, survived their first year of life.
Very premature babies run an increased risk of cerebral palsy (CP) and impaired vision. In recent years it has also been noted that some of the very premature have concentration and learning difficulties at school. The children who were born much too early in Sweden between 1973 and 1979 had a moderately increased risk of psychiatric care and abuse as young adults, compared with coevals with similar social backgrounds [5] .
In 2001, 6.7% of young adults born very prematurely received handicap allowance, sickness benefit or early-retirement pension, compared with 1.6 of their coevals throughout the population [5] . More than 90% of these children, however, had no signs of serious mental or physical functional limitations when aged 22-28 years. It is however doubtful how far this is representative of children born prematurely today, since care of premature babies has developed very rapidly at the same time as larger numbers of premature babies are being saved.
During the past 10 years the use of test-tube (in vitro) fertilization, IVF, has increased rapidly in Sweden (Figure 7 :2). In 2001, 2.8% of all live births, about 2,500 babies, were IVF babies [6] .
When single births following IVF treatment in Sweden between 1982 and 1997 were compared with other babies in the country born during the same period [7] it was found that the risk of premature birth was doubled among IVF babies. This risk increased to fourfold if the high proportion of twins and triplets was also counted. IVF also entails a 50% increased risk of malformations, and this risk has remained unchanged in recent years when the number of eggs implanted in IVF attempts has been limited.
Sudden infant death
In 1971 the term sudden infant death syndrome (SIDS) was coined for inexplicable deaths among infants. During the whole of the 1980s the number of children dying in SIDS increased in Sweden. After 1990, Swedish parents successively started to lay their babies on their backs instead of prone and subsequently, mortality from SIDS declined from 12 per 10,000 births in 1990 to 2 per 10,000 in 2002 ( Figure 7 :3). Maternal smoking during pregnancy and parents' smoking during the child's infancy are other significant risk factors for SIDS.
Congenital malformations
Around 1.5% of all newborn babies have congenital malformations or chromosome disturbances that are so extensive that they lead to the child dying or having a considerable functional impairment. The proportion has not changed noticeably during the past few decades. Foetal malformations are considerably more common and these most frequently lead to miscarriages. Between 1990 and 2000 malformations caused about 40% of deaths during infancy, 14% of deaths at pre-school ages and 8% of deaths during school age.
Environmental-medical analyses show that only about 5% of congenital malformations are caused by known environmental factors where prevention is possible with existing knowledge. Involved in these cases are risk factors such as infectious agents, ionizing radiation, pharmaceuticals, environmental toxins and malnutrition [3] .
The development of ultrasound technology during recent years has increased the possibilities of identifying malformations in early pregnancy. Between 1999 and 2002 about 20% of pregnancies in which the child had a major malformation were terminated. The proportion of terminated pregnancies was particularly high for malformations of the brain and the spinal column (about 80%) and chromosome deviations (about 50%).
Down's syndrome (trisomy 21), which is the most common chromosome deviation, afflicts about 1 child in 1,000 born. Survival among children with Down's syndrome has improved dramatically during the past few decades. In the early 1970s life expectancy at birth was about 35 years. Improved methods of treating the congenital heart impairments which about 40% of these children have has subsequently meant that life expectancy has increased to almost 60 years [8, 9] .
The risk of Down's syndrome increases with increasing age of the mother. Mothers over 35 years have been offered foster diagnosis with amniocentesis since the 1970s, and a successive increase in the number of terminated pregnancies has meant that the proportion of children born with Down's syndrome has remained stable even though the mothers' average age has risen.
Infant/parent interaction
About one-tenth of all parents of infants in Nordic surveys state that they find their child's cries extremely taxing [10] , and 20-37% state that their children have sleeping problems [11] . In addition, feeding problems affect weight increase negatively in 10% of all infants aged 7-18 months [12] . However, there is a lack of material to determine whether these problems have decreased or increased during the past few decades.
Infants are entirely dependent on their parents for their physical survival. In the interaction between the child and its caregiver, the child gradually develops stable patterns for regulating stress. Between 60% and 70% of children in Sweden develop a 'secure' attachment pattern in which they use the parent as a safe basis for exploring their world [13, 14] . The quality of the interaction between parents and child has a clear connection with the child's successive psychological development. Children with a secure attachment in infancy have better relationships with friends and parents during their school years. They find it easier to understand other people's feelings and also easier to control their own feelings [14, 15] .
Every tenth Swedish mother with an infant is depressed for some time following delivery, and about half of these will have shown signs of depression during pregnancy as well [16] . Longterm follow-ups show that this can have permanent negative consequences for the child's behaviour and development [17] . Methods of identifying and treating depression in mothers with infants have recently been developed and are now being applied in Swedish child health centres [18, 19] .
Breastfeeding
Breastfeeding has many important advantages for the infant compared with bottle feeding. Mother's milk contains substances that reinforce the defence against infections and that probably also reduce the risk of allergies in children with special hereditary susceptibilities to these [20] [21] [22] .
Breast-milk feeding during the first weeks has, in addition, proved to have a favourable affect on metabolism, so that the risk of obesity, blood lipid disorders, diabetes and high blood pressure as an adult are lower than for bottle-fed children. The effect is probably particularly large for premature babies [23] .
Industrially manufactured mother's-milk substitute was introduced in Sweden after the Second World War. This led to the proportion of children being breast-fed successively decreasing until the 1970s. The proportion of children wholly or entirely breast-fed subsequently increased again until the second half of the 1990s when the curve levelled out (Figure 7:4) . The WHO recommends that breast milk should be the infant's only food during the first six months; but this recommendation was followed only for one-third of the children born in Sweden in 2001.
Parents' smoking
If the mother smokes during pregnancy, foetal growth is affected, and at the same time creates a susceptibility to health problems during the neonatal period. Children born in Sweden between 1992 and 2001 and whose mothers stated that they were smokers when registered with maternity health care, ran a 15% greater risk of dying during their first four weeks than other children in similar socioeconomic situations. This in turn was connected with the fact that these children were twice as often born small for gestational for age, and significantly more often prematurely [5] .
After the neonatal period it is primarily the airways that are affected by tobacco smoke. Children of parents who smoke have poorer pulmonary function and are afflicted by more infections of the organs in close contact with the airways, for example ears and lungs [24] . The effect is particularly clear up to the age of two [25] . Smokers' children also run a fourfold greater risk of SIDS [5] .
Since the early 1980s, the proportion of mothers who are smokers when registered at the maternity care centre has tended to decrease. In 2002, 11% of pregnant women were smokers at the time of registration at the maternity care centre. 2 Since 1999 the child care centres have also reported to the National Board of Health and Welfare on how many parents smoke during the infant year. In 2001, 10% of the mothers and 14% of the fathers smoked when the child was 4 months old.
Pre-school child care
The proportion of children aged 1-5 and supervised in group care has increased successively since the 1970s. In 2002, 91% of the country's 3-to 5-yearolds and 65% of 1-to 3-year-olds were registered in municipal child care. About 90% of the children in municipal child care in 2002 were placed in preschools/day-care centres [26] .
Children cared for in groups have higher morbidity from infectious diseases than those who are cared for in the home [27] . This applies predominantly to those under 3 years of age. For children over 3, the differences in infectious morbidity between different forms of care are, however, fairly marginal [28] .
For most children, social and cognitive abilities benefit from care in pre-school, provided that the activity maintains a good quality [29] [30] [31] . The effect is noticeable when the children start school and becomes even more pronounced later in life [32] .
Parents' age
During the past few decades, the mother's age at the birth of her first child has risen. The average age at the birth of a first child was 28 years in 2001, compared to 24 years in 1975. At the same time the number of teenage pregnancies has declined appreciably. 3 Young parents often have a more exposed social situation, and they have not had the time to gain education and experience of life in the same way that older parents have. Higher age, over 35 years, on the other hand, involves a greater risk of a complicated pregnancy and confinement. This leads to moderately increased mortality among the children of both teenage mothers and those over 35 years, and this is explained largely by the fact that children born to these age groups are often small and premature (Figure 7 :5). The children of teenage parents are less frequently breast-fed, and are hospitalized more often for accidents and violence [33] .
The parents' age also affects the risk that the child may suffer mental disease as a young person. Young people with older fathers run a twofold risk of schizophrenia, and young people with either older parents or teenage parents run an increased risk of being hospitalized for substance abuse and suicide [33] .
Violence in the family
In a national survey in 1998 of 6,600 uppersecondary-school pupils, 4% stated that they had been subjected to severe violence in their homes at some time [34] . Since Sweden has no reliable reporting of child abuse in the home, it is hard to confirm whether the proportion has increased or decreased during past few years. An increased number of police notifications concerning children exposed to violence has sometimes been interpreted as an increase in actual child abuse. But interviews with children and young adults, and analyses of police investigations, indicate that it is, rather, a matter of increased inclination to report; and that the proportion of children subjected to severe abuse in the home is unchanged or has even declined somewhat 4 [34] .
A study of children at women's asylum centres in Gö teborg in 2000-03 showed that the children almost always witnessed the mother being abused and that this, in conjunction with the family situation, brought about extensive child-psychiatric symptoms. It is thus a matter of urgency to consider woman-battering as an important health issue for children as well [35] .
The significance of gender
Even at the foetal stage, girl's and boy's health differs. Boys are more often born with considerable malformations and more frequently die in infancy from malformations. Some malformations, for example myelomeningocele, are however more common among girls.
Boys find it more difficult than girls to manage the process of adjustment during infancy. They die more readily during delivery or during their first months of life (36) . It is possible that gender differences in lung function contribute to this. Boys' increased vulnerability compared to girls' also entails a 30% increased risk of SIDS [37] and cerebral palsy (CP).
Girls born very prematurely survive more frequently than boys, and they have better cognitive ability at age 5-6 [38] .
During infancy, boys are hospitalized 30% more often for both respiratory tract infections and lifethreatening infections, e.g. blood poisoning and meningitis. This suggests that their immune system functions less well than, or at any rate differently from, girls'.
Girls develop more quickly during their pre-school years regarding language, social ability and fine motor skills, so that at age 4 they are on average 6 months ahead of boys in these respects [39] .
The health of schoolchildren and young people
Between 1997 and 2001, 1,044 children aged 6-17 and 1,735 young adults aged 18-24, died. This represents a mortality of 1.5 per 10,000 children, and 4.5 per 10,000 young adults, respectively, per year. Mortality in these age groups has not changed appreciably during the past 10 years.
For ages 6-14, mortality is generally low, with cancer as the commonest cause of death. Thereafter mortality increases strikingly from several causes, including suicide, traffic accidents and violent injuries (Figure 7 [40] .
In the WHO study 'Health Behaviour in Schoolaged children', 4,500 school children aged 11, 13 and 15 answered questionnaire questions in the classroom. The study has been conducted at fouryear intervals since 1985 [41] . It is considerably more difficult to find information on children's health for the ages 6-10 years. This age group is therefore not very visible in what follows.
Chronic diseases and functional impairments
According to the ULF survey for 2001-02, parents of 24% of all children and young people aged 2-17 years reported that their children had some longterm health problem or functional impairment. Allergic disorders were the most common problem, with asthma as the most common chronic disease.
The debut of juvenile diabetes has shifted to increasingly low ages, even though it is unclear whether the disease has become more common in a longer age perspective [42] . At age 14, approximately 0.7% of all Swedish children have diabetes, making this the next-highest prevalence in Europe after Finland 6 [43] .
The chronic intestinal disorder celiac sprue increased rapidly in the mid-1980s, from a prevalence of 0.1% to 0.6% in infancy. In recent years the prevalence has declined however in consequence of changed eating habits for infants and the recommendation that gluten should be introduced gradually while the child is still suckling [44] .
The National Board of Health and Welfare estimates that about 45,000 children and young people have at least one serious functional impairments [45] . The most common of these are developmental disturbances, impaired mobility, impaired vision, hearing impairment and autism ( Population studies show that 1.5-3.6% of all Swedish children of school age meet the criteria for mild intellectual handicap, i.e. they score between 50 and 70 on IQ tests [46] [47] [48] . According to a study in Uppsala in the early 1990s half of these were in ordinary schools, and the majority were doing well. Of these poorly endowed pupils, 42%, in addition, completed a two-year vocationally oriented uppersecondary-school programme [47] .
Between 1998 and 2003 the proportion of schoolaged children in special schools increased by almost 50%. This indicates that fewer and fewer intellectually disadvantaged children are attending ordinary schools [49] .
Childhood cancer
Every year 200-300 children aged 0-14 years get cancer. During the past three decades survival from many forms of cancer has improved radically. This is so for e.g. acute lymphatic leukaemia the second commonest cancer form in children (Figure 7:7) . For brain tumours, which are the most common cancer form in children, however, mortality remains high. This contributes strongly to the fact that cancer is still one of the most common causes of death among children and young people.
The improved prognosis for many forms of childhood cancer has meant that the number of Swedes who have survived a cancer disease during childhood has increased rapidly in recent years. In December 2001 almost 3000 people had survived for at least five years after being afflicted by childhood cancer. Cancer itself, and the treatment undergone for this, entails increased risks of many different types of health problem e.g. hormonal deficiency states and infertility, besides the risk of a cancer relapse [50, 51] . Some children also have injuries to the central nervous system that cause difficulties in school and on the labour market [52, 53] .
Mental health
The proportions of children and young people receiving care in child and young people's psychiatry (BUP) increased appreciably during the second half of the 1990s, among other things because the possibilities of investigating and supporting children with mental disturbances in the school welfare service declined in many of the country's schools. The consumption of child and young people's psychiatric care has continued to increase in Stockholm county since 1999, even though schools and pre-schools now have more staff resources.
Between 1996 and 2001 the number of children and young people that have had contact with BUP, addiction care or general psychiatry in Stockholm increased by 15-25% [54] . The proportion of both boys and girls of all ages reporting mental symptoms in ''Health Behaviour in School-aged children'' has increased successively (Figure 7:8) . A clear gender pattern has been noted: sad mood, nervousness and irritation increase with age among girls while there seems to be no significant age difference among boys.
According to ''Young in Värmland'' 7 the proportion of boys who state that they often or always feel unhappy almost doubled between 1988 and 2002, up to 9%; while the proportion among girls increased from 23% to 32% [55] .
Psychosomatic trouble is an important aspect of young people's health and well-being, which is associated with sad mood and other introverted psychiatric symptoms [55] . In ''Health Behaviour in School-aged children'' 2001-02, between 20 and 30% of boys aged 11-15 stated that they had some psychosomatic symptom every week, such as recurrent abdominal pains, headache, backache, vertigo Attention problems, hyperactivity and impulsiveness among children have been well-known problems in clinical child and young people psychiatric practice since the beginning of the twentieth century [56] . American psychiatrists use the term ADHD (Attention Deficit Hyperactivity Disorder) to describe this symptom picture, and this is a term that has increasingly come into use in Sweden. Swedish studies support the possibility that 3% to 5% of children of school age have ADHD, and that an equally large group has milder ADHD-like symptoms [56] . ADHD has in various population studies proved to be 3 to 6 times more common among boys than among girls [57, 58] .
In recent years, treatment of ADHD with drugs such as ritalina and amphetamines, i.e. stimulants, has increased rapidly (Figure 7:10 ). Most stimulants are prescribed for boys aged 11-15 years. Pharmacy sales of antidepressive drugs to young people aged 15-24 years, moreover, doubled between 1999 and 2002. This increased consumption of psychopharmacological drugs is probably influenced primarily by the fact that physicians are now more inclined to prescribe these drugs for young patients than was formerly the case.
In a study in Uppsala in the mid-1990s, which included 2,000 teenagers in the age group 16-17 years, depression was diagnosed in 8.9% of the girls and in 2.3% of the boys [59] . International studies indicate that the gender differences arise after puberty [60] . It is also much more common for girls to be hospitalized following suicide attempts during their 'teens', while the gender differences decline significantly around age 20. Boys, on the other hand, run greater risks of completed suicide after the age of 15 [5] .
The proportion of young people aged 15-24 hospitalized following suicide attempts increased somewhat between 1999 and 2002, but no significant change was noted in the number of completed suicides in this age group for these years. However, there was a weak tendency towards an increased number of completed suicides among young men 8 .
During the period 1991-2002, 4 of 10,000 young people aged 15-19 were hospitalized for psychoses. Boys suffer psychoses more often than girls do, and the gender differences increase with age [5] .
It is hard to answer unequivocally the important question of whether mental ill-health has increased among Swedish schoolchildren and young people during the past few decades. The consumption of child and young people's psychiatric care, and of psychotropic drugs, has increased markedly, the proportion of schoolchildren and young people who report mental and psychosomatic symptoms has increased, and the number of suicide attempts has probably also increased somewhat. Psychoses, on the other hand, have not become more common. On the basis of available information, it is not to judge whether the most common mental disturbances, depression and ADHD, have increased. It is thus clear that better material is required to be able to follow satisfactorily the development of schoolchildren's and young people's mental health. In December 2004 the National Board of Health and Welfare submitted to the government a proposal for a recurrent national study of pupils' mental health and well-being in grades 6 and 9 of the lowersecondary school [61] .
Overweight
In the whole of the western world, children's and young people's weight in relation to their height has increased during the past few decades 9 . Among young men in Sweden the increase appears to have accelerated somewhat since the middle of the 1980s (see Figure 7 :17 later in this chapter). Studies of schoolchildren in Umeå and in western Sweden show that the proportion of overweight children doubled from the mid-1980s until 2000-01 [62, 63] .
In the international ''obesity epidemic'' Swedish children nevertheless assume a somewhat more favourable position (Figure 7 :11) than children in the Anglo-Saxon countries and southern Europe [64] .
The increase in body weight is probably caused primarily by an increase in the quantity of fatty tissue in the body. An American study has shown that obesity in children and young people also increases the risk of the ''metabolic syndrome'', meaning among other things elevated blood levels of lipids and insulin. This strongly indicates that obesity among children increases the risk of atherosclerotic diseases later in life [65] .
In one national study, the development of height and weight between the ages of 7 and 18 was investigated for children born in 1973 and 1981 [66] . In the latter group, the proportion whose relative weight declined during their teens increased markedly, particularly among girls. This indicates that conscious weight reduction through slimming has become significantly more common among Swedish teenagers. In ''Health Behaviour in School-aged children'' 2001-02, 15% of the girls and 4% of the boys aged 15 stated that they had actively attempted to lose weight through slimming [41] . A small proportion of those who slim become stuck in morbid eating behaviour, which can gradually lead to starvation (anorexia nervosa), a condition that often makes its debut around [13] [14] [15] [16] years. In a Swedish study, 22 girls in 10,000 and one boy in 10,000 born between 1973 and 1982 were hospitalized for anorexia nervosa at some time between 1990 and 1998 [67] .
Physical activity
Studies of physical activity in children and young people give a pluralistic picture (see also Chapter 9 on lifestyle and health). Physical activity as organized training appears to have increased between 1985 and 2001 [41] . At the same time a study of children in school grades 3, 6 and 9 in southern and central Sweden shows that the children who do not train had appreciably poorer condition and muscle strength 1987 than 2001 [68] . A reasonable interpretation is that everyday exercise has declined and that organized training has become increasingly important for children's and young people's physical activity.
School -children's working environment
Children spend more than 15,000 hours in school while they are growing up. Important aspects of the school environment -e.g. pupil's opportunities for influencing their school work, the school's physical arrangement and the psychosocial climate among pupils -have measurable effects on children's subjective health [69, 70] .
Information from ''Health Behaviour in Schoolaged Children'' shows that children in the lowersecondary school are less happy at school when growing older. Of the 11-year-olds, 29% of the boys and 38% of the girls like school very much. The corresponding proportion of 15-year-olds was 13% for both sexes.
At all ages, 2-4% stated that they had been exposed to bullying at least once a week. Bullying has profound negative effects on the mental health of the bullied person. In a national Swedish Level of Living Survey (LNU), in 2000, a very strong connection was found between bullying and negative belief in the future and between bullying and poor well-being. Psychosomatic trouble and sad mood were also three times more common among the very exposed children than among children who not been bullied [70] .
A study in Stockholm county [71] shows that harassment of schoolmates not infrequently enters the picture when children are injured so seriously as to require hospitalization. Sometimes this is a matter of grave intentional violence, but the children so subjected are also injured indirectly through being stressed, for example when they flee their tormentors.
Childhood living conditions and health
The conditions in which children and young people grow up are intimately connected with their health. During the first half of the twentieth century the chance for children and young people in Sweden to survive to adulthood improved dramatically, in step with improvements in material living conditions [72] . In today's Swedish society almost all children can eat their fill, and they also have access to advanced health and medical care. But children's and young people's health is still much affected by the structural conditions under which they grow up, including their family's material situation; whether they grow up with one parent or two, are excluded from school and work, belong to an ethnic minority or grow up in a sparsely populated area or a big city.
Social position and material welfare
In this section mainly mother's education and family income are used as indicators of families' socioeconomic position. Since a long education often leads to occupations with high incomes, these two indicators probably reflect differences in social position and material resources in a similar manner.
The economic situation of families with children deteriorated in Sweden during the 1990s until 1998. It has subsequently improved successively. The economic differences between the poor and rich families with children increased during the 1990s.
Of children aged 0-6, 17% lived in economically vulnerable families in 2002, compared with 7% of those aged 7-17 [73] .
Interviews with schoolchildren show that families with poor resources often live in residential areas where the children feel insecure due to fear of violence or threats. Children in families with poor economies, moreover, less often take part in organized leisure activities, spend less time at leisure centres and travel less. They also have fewer friends [73] .
Until 1999, children with highly educated parents more frequently attended pre-school [28] . During the past five years, however, the proportion of children of unemployed people and people on parental leave has increased in the pre-school [26] . Thus the social differences have decreased in this respect.
The family's socioeconomic situation affects the child's health from the very beginning, through the mother's living conditions and health habits during her pregnancy. The risk of stillbirth and death in connection with delivery, and also during the rest of the infant year, is clearly higher among the children of poorly educated mothers than among those with highly educated mothers (Figure 7:12) . The risk of dying due to malformations is 40% higher for children of people with less education than for the children of the highly educated. This is partly owing to an increased risk of Down's syndrome and heart malformations requiring surgery. Certain deformations, for example myelomeningocele, are, however, more common among children with highly educated parents [5] .
Smoking during pregnancy is most common among mothers in households with short education and low incomes (Figure 7:13) . This is an important reason why their children have higher neonatal morbidity and mortality (Figure 7:12) . Smoking also contributes strongly to the fact that children of poorly educated mothers run higher risks of SIDS and are more frequently hospitalized for severe infections, than the children of highly educated mothers.
In what place parents chose to smoke affects the quantity of tobacco smoke to which the child is exposed. Poorly educated parents and fathers of foreign origin, for example, smoke more indoors than other parents, according to a survey in southeastern Sweden [74] .
Poorly educated mothers are over-represented among those mothers who do not breast-feed at all and among those with short breast-feeding durations (Figure 7:14) .
The mother's depression during pregnancy and postnatally affects her ability to bond to her child. Such depressions are, according to a new Swedish study, three times more common among poorly educated mothers than among highly educated [16] . An American study has shown that the risk of an insecure attachment between the infant and the parents is many times greater in families with poor economies and other social problems [75] . This has not been verified for Swedish conditions [76] .
Among children and young people of school age certain health problems, for example asthma and caries, are more common in families where the mother is poorly educated (Figure 7:15 ). The risk of child cancer and diabetes, on the other hand, does not differ between socioeconomic groups [5] . Children in families with poor economies exercise less often, eat breakfast less often and often start smoking earlier than other children (Figure 7:16 ).
In 2003, 3,000 15-year-olds in south-western Stockholm were interviewed in the Compass study. The study showed that obesity was three times more common among girls, and twice as common among boys, with poorly educated mothers as among those with highly educated mothers [77] . The social differences in overweight among young people are not a new phenomenon. As Figure 7:17 shows, however, the differences have been accentuated somewhat, at least among young men, during the past few decades.
Children and young people in socially exposed families more frequently have mental disturbances and mental and psychosomatic symptoms (Figure 7:18 ). Studies during the 1990s showed that young people in families in a low socioeconomic group run a greater risk of psychoses [78] and alcohol [79] or substance abuse [80] . From studies in Skaraborg and Sigtuna it emerges that it is 3-4 times more common for children to have ADHD in households where the mothers have poor education [46, 48] . Suicide attempts are also more common among young people in families with poorly educated mothers (see Figure 7:15 ). On the other hand the social differences are small regarding completed suicide [81] .
Self-starvation (anorexia nervosa) is an example of a mental disease which on the other hand is most common in socially privileged families [67] .
During the 1990s the economic differences between rich and poor child families increased in Sweden [73] . An important question is whether this resulted in social differences in children's/ young people's health. There are clear indications that the social differences spelt increased mortality among newborn and unborn babies. For example, mortality declined among newborn and unborn babies in households with high incomes between 1995 and 2000, while it was unchanged or even increased among those in low-income households (Figure 7:19) . The difference implies that mortality would have been about 40% lower during 1998-2000 for babies in households with low incomes (first and second quintiles) if mortality had declined in the same way as in households with high incomes (fourth and fifth quintiles).
This corresponds to 70-80 more deaths among babies in households with low incomes during 1998-2002 compared with the case if mortality had remained at the same level as in high-income families.
Babies born small for gestational age also developed less favourably in low-income households, while development regarding premature births did not differ appreciably between different income levels.
In the healthiest age group, 1-14 years, there are no clear indications that the social gaps in health have increased. On the other hand the number of 15-to 24-year-olds hospitalized for alcohol and substance abuse and suicide attempts increased (Figure 7:20) . This was so primarily for young people in low income households. The rate of increase does not, however, differ in any decisive way between households with high incomes and those with low.
Excluded young people
The crisis of the 1990s struck hard at young people's possibilities of becoming established in the labour market. In 2000-02, 7,000 young people aged 16-19 and 20,000 young people aged 20-24 years were without schooling and work (including national service) for at least two years. The group, which consisted of equal proportions of boys and girls, was dominated by young people with no approved certificates from lower-secondary school. One-quarter of these young people were recent immigrants.
Many of the young people not fitting in the labour market or in the educational system earlier had problems in school. These were often learning difficulties, reading and writing difficulties and concentration problems. Some were bullied in school or became parents early [82] . Their school problems largely explained their problems on the labour market.
The young people who were born in 1974 and 1975 and when at the age of 17-18 had neither work nor schooling for two years were defined in a study as excluded young people [82] . Their health was followed up in the National Board of Health and Welfare Patient Register when they were 19-22. Excluded young people ran a 2-4 times higher risk of mental morbidity and of abuse (Figure 7 :21) than other young people. This risk had increased further at a follow-up when they were 23-27 years old [82] . There are thus good reasons for considering these young people to be an important target group for public health work. There is much to indicate that the absence of meaningful occupation itself represents a large part of the problem for these young people. 
Growing up with one parent or two
During the past two decades the proportion of children living with separated parents has increased continually (Figure 7:22) . In 2001-02, 85% of children aged 0-5 years were living with their original parents; for the whole age group 0-17, the corresponding proportion was 73%. Among children with separated parents, 18% lived alternately with each parent in 2002, which is an increase from 4% at the beginning of the 1990s.
Single-parent households had the poorest economic development of all child families during the 1990s [73] . The proportion of children aged 0-5 years with a single parent who risked economic exposure (income less than 60% of the median income in the population according to the EU definition) increased from 15% in 1991 to 47% in 2002. In a series of register-based studies, almost a million Swedish children were followed during the 1990s (83) . Children in single-parent households ran higher risks of mental disease, suicide, attempted suicide, injuries and abuse than children living with two adults (Figure 7:23) . They also had a lower educational level at age 24-25. These risks remained even when account was taken in the analysis of explanatory factors such as the parents' possible substance abuse and mental disease, their ages and their socioeconomic situation.
Morbidity requiring hospitalization, however, is relatively unusual among children and young people. Interviews with children aged 10-18 further indicate that the difference is much less pronounced between children of single parents and children of cohabiting parents regarding mild mental trouble such as sad mood, recurrent abdominal pain and nervousness. For these complaints, the children's perceptions of the quality of their relationship with their parents are more important than whether the parents are living together [40] .
Children and young people in ethnic minorities/immigrant families
The health of children who have recently moved to Sweden shows certain characteristics connected with the environment in the country of origin and the special situations they meet during the first time in Sweden. Infectious diseases such as tuberculosis and hepatitis B are examples of influences from the environment in the country of origin [84] . Many children seeking asylum show signs of considerable mental ill-health, predominantly introspective symptoms such as nervousness, fear, clinging behaviour and sleep disturbance. They are also greatly overrepresented among the children cared for in institutional child psychiatry [85] . Stress following the experience of war and political persecution in combination with an unstable social situation during the period while their asylum application is being handled are important causes of this. Follow-up studies, however, indicate that the symptom load decreases in step with the stabilization of the family's social situation [84] .
Refugees and immigrants are newcomers to Swedish society and are in many contexts exposed to discrimination. This means that children of foreign origin often live in households with low incomes and in residential areas of low status. The risk of economic exposure is highest among children whose parents come from countries outside Europe (excluding the OECD countries). Every other to every third child whose parents come from these countries or from European countries outside the EU is in an exposed economic situation according to the EU definition [73] . This exposed social situation is strongly linked with a higher risk of health problems, for example psychoses, substance abuse [78, 86] and overweight [77] .
Heredity plays an important part for certain common public-health problems, for example diabetes, obesity and allergic disorders. The prevalence of such dispositions varies considerably between different geographical areas, which also leads to a certain variation between population groups with origins in different parts of the world. This variation probably contributes to the fact that children of Scandinavian origin run a high risk of juvenile diabetes and that children originating from Chile have an increased risk of asthma and obesity [87] .
Today's generation of Swedish parents grew up at a time when public health work consisted largely of establishing certain health-promoting behaviour in the Swedish population. Teeth-brushing, life jackets and car safety-seats have become a matter of course in Swedish daily life. The newcomers lack this common experience, which leads to their children more seldom brushing their teeth and more seldom having access to child car-safety equipment. A wellthought-out introduction to traditional Swedish public health programmes may therefore be an important public health element for newly immigrated families [84] .
Growing up in sparsely populated areas or big cities involves different risks
In Sweden 15% of children and young people lived in what are termed sparsely populated municipalities (according to the Statistics Sweden H-region classification, see Appendix 1) in 2001. Some 42% lived in the three metropolitan areas of Stockholm, Gö teborg and Malmö , while the rest lived in municipalities with fairly small towns. Young people in sparsely populated municipalities drink less alcohol than young people in big cities and are hospitalized less frequently for alcohol poisoning. Substance abuse is also less common in sparsely populated areas even though the differences decreased somewhat during the period 1997-2002. New Swedish research also shows that the risk of developing a psychosis is lower for people who grow up in the countryside than if they grow up in a city [78] .
On the other hand children and young people in the countryside run a considerably higher risk of being killed or injured in accidents, particularly traffic accidents, than children and young people in densely populated areas.
Swedish children compared with children in the rest of Europe
When the WHO ranked Sweden among the foremost nations in Europe regarding children's health, this was chiefly because of the low morbidity and mortality among newborns and the low risk of death or injury in accidents. Sweden has long invested considerable resources in preventing these health problems [1] .
Sweden and Norway are also outstanding in Western Europe regarding breastfeeding. There, the length of the breastfeeding period corresponds largely to the conditions created by each country's parental insurance [1] . The use of cannabis among Swedish young people is among the lowest in Europe and also their use of alcohol and tobacco is below average [64] .
More children grow up with single parents in Scandinavia and in the Baltic States than in other parts of Europe. Swedish young people, however, are more satisfied than the European average with their relationships to their parents [64] .
Fewer schoolchildren are bullied in Sweden than in any other country in Europe [64] . Nevertheless, school is not particularly popular among young people in Sweden at the top of the lower-secondary schools, compared with young people in other European countries. Swedish 15-year-olds also report more psychosomatic symptoms than the European average. Particularly striking is the comparison with Norway, where 31% of 15-year-olds think that school is very good compared with only 13% in Sweden; and fewer Norwegian young people report psychosomatic complaints.
In summary, Sweden is among the leading countries in Europe in preventive work in many major public health areas of importance for children and young people. Examples of these are diseases among newborn babies, breastfeeding, accidental injuries, bullying and illicit drug use. In a European perspective, however, the psychosocial school environment for children at the top of the lowersecondary school emerges as an area with great room for improvement.
